Proceedings of the Royal Society of Medicne 6 gests that there is likely to be glandular involvement and the growth would appear inoperable." Biopsy report.-Infiltration of the bronchial mucosa with plasma cells and lymphocytes is seen. One area shows squamous metaplasia with some activity of the cells but no definite evidence of malignancy.
Progress.-He was seen in consultation by the thoracic surgeon and thoracotomy was not considered justified. On 12.11.58 he began supervoltage therapy on the linear accelerator, his supposed primary and mediastinal gland areas being irradiated. To date there has been no improvement in his skin condition which has in fact spread further to involve his legs and face, his entire skin thus being affected. Dr. Stephen Gold: This rather curious eruption is presumably associated with the development of a bronchial carcinoma, but there were two clinical points, namely a normal sedimentation rate and a normal chest film, which were against such a diagnosis in the first place. It will remain to be seen what happens to this eruption once his present course of radiotherapy has been completed.
Within the last few months I have followed another patient, a man of 65, who developed a pemphigoid type of eruption, and this also was associated with a pulmonary neoplasm. The eruption, which consisted of gyrate erythema with a development of subepidermal blisters, mostly arranged at the periphery of the erythematous patches, was unresponsive to dapsone but was virtually controlled by oral corticosteroids. It was intensely irritable. I believe these bullous reactions associated with visceral neoplasms to be not particularly uncommon; their mechanism of production, however, can only be speculative.
POSTSCRIPT.-7.1.59: Patient completed a radical course of supervoltage radiotherapy on 12.12.58 directed to the right anterior and left posterior thoracic fields. There was no significant alteration noted in the appearance of his skin condition, but there was considerable reduction in pruritus. Tomography on 1.1.59 showed a decrease in size of the right hilar mass. However, considerable narrowing of the trachea just above the level of the aortic knuckle was still apparent.
19.1.59: He was presented to the Section again, the skin being now virtually clear of rash. He was free of itching and had gained 7 lb. in weight. History.-Nine years ago, some months after recovering from erysipelas of the face, she developed an itching rash on the forehead, starting on the right eyebrow. She was given X-ray (75 r x 3) to the affected areas, six years ago, with temporary benefit. A year later the condition had progressed to involve the left cheek and right nostril; a new lesion also appeared over the right posterior axilla. A year ago the tips of the shoulders became affected and itching papules developed on the lateral aspect of the elbows. Similar itching papules appeared on the buttocks during the past six months.
Her present and past health has been good. Dr. Henry Haber: Since Pinkus (1957) described alopecia mucinosa, the concept of this condition has changed. It has been shown by Braun-Falco (1957) that follicular mucinosis can appear both as an idiopathic disease -of follicles, and as a symptomatic follicular mucinosis accompanying reticulotic processes. This case shows further histological features of the condition not described hitherto. When a biopsy of a lesion of the face was taken the histology showed the presence of numerous follicular cysts filled with concentric keratin masses lying within the corium, heavily infiltrated with inflammatory cells. Serial sections revealed the "cysts" to communicate with follicular openings, plugged with keratin ( Fig. 1) . No definite histological diagnosis could be offered at the time. When Dr. G. C. Wells suggested that the case might be alopecia mucinosa a second biopsy of an axillary lesion was performed.
The histology confirmed Dr. Wells' diagnosis. Several follicles showed the typical histological appearance of follicular mucinosis, as described by Pinkus. There was a marked perifollicular infiltration; the follicles showed hyperplasia and focal mucinous disintegration. Alcian blue showed the presence of mucin (Fig. 2) . The first section was then reviewed and the follicular cysts revealed several foci of spongiosis in their walls which on staining with Alcian blue showed the presence of mucin (Fig. 3) .
There is no doubt in my mind that the histological appearances I have just described represent both ends of a dynamic process occurring in follicular mucinosis. At the beginning there is mucinous degeneration of the follicles. At this stage the condition may clear up without sequelae. If, however, the condition goes on and becomes chronic, then the follicles undergo hyperkeratosis with cystic transformation.
I remember a case of Dr. I. Muende's. He was a man of about 60 who showed a peculiar alopecia of both eyebrows with milia and swelling and redness of the skin (Fig. 4) . At this time he was diagnosed as ulerythema ophryogenes. I reviewed the slides and found the same histology as seen in Fig. 1 nodules. There is slight thickening of several peripheral nerves including the right ulnar nerve, and there is wasting of the intrinsic muscles of the right hand.
Skin smears and nasal scrapings are negative for acid-fast bacilli, and skin biopsy shows nothing more than very scanty infiltration by lymphocytes and mononuclear cells.
The lepromin test is negative.
Comment.-This patient has irrefutable clinical signs of leprosy, yet there is nothing to support the diagnosis on histological and bacteriological examination. This type of leprosy is, therefore, quite distinct from the other types (lepromatous, borderline and tuberculoid) and the characteristic features are well shown by this patient, namely, skin lesions which are purely macular, peripheral nerve damage, a negative lepromin test, non-specific changes on skin biopsy and absence of acid-fast bacilli.
